This article describes the preparation, selection, training, and support of a group of people with lived experience
ionship to provide more formal peer support either alongside or in place of mainstream or "professional" mental health services (Repper, 2013) , often with impressive results (Pitt et al., 2013) .
PURPOSE
The aims of this article are to: (a) describe the preparation, selection, training, and support of a group of peer support workers (PSWs) recruited to provide support alongside conventional aftercare to service users discharged from acute psychiatric units in London, England; and (b) report the findings of an evaluation of the training and support provided. Results of the trial are reported elsewhere (Simpson et al., 2013) .
FROM HOSPITAL TO HOME
Mental health service users recently discharged from the hospital often fail to continue with treatments that include medication, relapse, and are readmitted to the hospital. In England, it was reported that between 20% and 40% of psychiatric patients were readmitted within 6 months of discharge, with the peak period within the first month (Meehan et al., 2006) . Suicide is also a significant and increasing risk (National Confidential Inquiry into Suicide and Homicide by People with Mental Illness, 2013) . In interviews with 60 randomly selected service users across 136 psychiatric wards, more than half said they would miss the 24-hour presence of nursing staff and the support of their peers when discharged. One suggestion to improve postdischarge outcomes was the provision of peer support by fellow service users alongside existing aftercare services (Jones et al., 2010) .
PEER SUPPORT
A recent Cochrane Review assessed the effects of using consumers of mental health services as providers of services in roles that included peer support, coaching, advocacy, case management, and outreach or crisis work (Pitt et al., 2013) . Five trials involving 581 people compared consumer-providers to professionals in similar roles and found no significant differences across a wide range of measures. A small reduction was noted in crisis and emergency service use for clients receiving care involving consumer-providers. Consumers who provided mental health services did so differently compared to professionals; they spent more time face to face with clients. Six trials involving 2,215 people compared mental health services with or without the addition of consumer-providers. Again, there were no significant differences across various measures between groups with consumer-providers as an adjunct to professional-led care and those receiving usual care from health professionals alone. The quality of studies was moderate, with most undertaken in the United States.
A few studies have focused on reducing re-admissions. In Australia, a pilot study of peer support reported significant reductions in admissions and re-admissions, less use of emergency services, and associated cost savings (Lawn, Smith, & Hunter, 2008) . In Canada and Scotland, trials of a transitional discharge model in which support was provided jointly by ward staff and PSWs reported reductions in re-admissions and use of emergency services, lower costs, and increased satisfaction (Forchuk, Reynolds, Sharkey, Martin, & Jensen, 2007) . No trials had been conducted in the United Kingdom examining the effectiveness of peer support as an intervention for patients at the transition point of being discharged from the hospital.
THE PEER SUPPORT PROJECT
The Peer Support Project was designed as a pilot randomized controlled trial (RCT) comparing peer support in combination with care as usual following discharge, with usual care alone. Follow up was at 1 month and 3 months postdischarge. PSWs would make initial contact while the service user was still an inpatient and then offer 4 weeks of support following discharge. This would be in addition to usual aftercare, such as medication monitoring, risk assessment, psychoeducation, counseling, and support, with a range of social needs, provided by community teams. Service users in the control group would receive usual aftercare arrangements. A full-time peer support coordinator (PSC) was employed to provide training, coordination, supervision, and support to the PSWs and to liaise with staff and service users on the wards.
Recruitment and Selection
The preparation and support of the PSWs and development of training materials was informed by guidelines produced by those with experience of employing peer support staff (Bluebird, 2008; Clay, 2005; McLean, Biggs, Whitehead, Pratt, & Maxwell, 2009; Reifer, 2003; Woodhouse & Vincent, 2006) and through discussion with others developing similar programs. A role description and person specification was developed to aid recruitment and selection. These focused on the recovery-focused aspect of the role and the ability of people to draw on their personal lived experience of mental illness and mental health service use to support others in their recovery and in making adjustments following discharge from the hospital. The role was envisaged as being complementary to existing aftercare services provided by mental health service providers, which included the coordination of their care by a care or case manager.
Advertisements inviting applications for training as PSWs were circulated within the local mental health service provider and service user organizations in early 2010. The training program was open only to people who had direct experience of inpatient psychiatric care. No time limit was placed on when this experience took place, nor were the reasons for admission a factor in deciding who should access the training. Potential participants were required to pass two stages of selection. The first stage required them to make telephone contact with the PSC to discuss their interest in and suitability for the training and how comfortable they were talking about their personal experiences of mental health. Participants were asked to give examples of providing previous or current formal/ informal support. Though desirable, experience of providing support was not an essential criterion for selection, and the majority of those invited to the next stage had no previous experience of providing formal support to others. Successful participants at this stage all demonstrated an understanding of the skills and attitude needed to effectively support a peer. Fictitious scenarios were used to allow potential participants to consider how they might effectively support someone. Based on this discussion, a mutual decision was reached between the PSC and inquiring individual as to whether he or she was ready to attend the Open Day.
The second stage of selection was attendance at an Open Day, facilitated by mental health staff at City University London, members of SUGAR (Service User and Carer Group Advising on Research), and the training program facilitators (S.J.H., C.H.). Twenty-five participants were given an introductory presentation on peer support and then took part in paired and group exercises that reflected the style and content of the 12-week training program. They could opt out of selection midway through the day. Those who remained were asked to select five other people in the group who they thought would make effective peer supporters. This was then matched to the observations and reflections of the facilitating team. Successful applicants were then contacted the next day and offered a training place following further discussion of any concerns or questions. Those considered not ready to be offered training as a PSW were also contacted and given feedback and encouragement about other possible initiatives. Sixteen participants were selected for training.
Overview of Training
Training was delivered over 12 weekly 1-day sessions from April to July 2010 in a newly built medical education and training center attached to a hospital site in East London. Each session ran from 10:00 a.m. until 4:00 p.m., with a 1-hour break for lunch (provided) and two shorter breaks during the morning and afternoon.
The aim of the training was to prepare and support people who have lived experience of mental distress/illness and mental health service use to work alongside others with similar difficulties, to facilitate recovery through providing practical and emotional support and promoting hope during the transitional period from psychiatric hospital to home.
The training program was divided into two clear objectives. First, there was an emphasis on participants drawing on their own unique experiences and using these to guide their understanding of the various topics covered. Personal development, reflection, and an exploration of individual experiences of mental health, mental health services, and recovery formed the main component of the training. Alongside this, the training program focused on developing key skills and preparing participants for the peer supporter role. Effective communication, particularly attentive and active listening, ran through each session.
To successfully complete the training program and move on to become peer supporters, participants were required to attend at least 8 of the 12 sessions. Participants also needed to demonstrate an understanding of the topics and an ability to put theory and skills into practice. This was assessed by the facilitators throughout the program and by the PSC during individual supervision. Successful transition to the peer support role was also dependent on the results of an enhanced criminal record check, which all participants who accessed the training were required to undergo.
Content and Delivery
Training was developed and delivered by two facilitators (S.J.H., C.H.), both experienced in delivering training in mental health and substance use services. The PSC's involvement in the training as one of the facilitators (S.J.H.) meant that there was a regular point of contact for participants from training through to providing peer support. This also allowed the PSC to become attuned to the strengths of participants and structure supervision accordingly. To develop a sense of containment and safety, each session began and ended with a brief check-in to es- tablish how the participants were feeling, whether related to the training or not. These checks also gave space for any residual feelings from the previous session to be aired. The Table outlines the sessions in the training program. A variety of activities and methods were used, including the Tree of Life method, described below. Factors influencing choice of delivery method included the objectives of each session, participants' individual personalities, sensitivity of the information under discussion, and direct requests from the group. Paired and small-group work were often used to encourage less confident members of the group to feel comfortable sharing their experiences. This structure also encouraged listening to one or a small number of people without distraction. Large group discussion brought ideas together and could be easily recorded. The training program utilized role-play to enable participants to experience "real-life" situations. All role-plays were carefully structured with guidelines regarding behavior, ensuring participants remained emotionally safe throughout. Fictitious written scenarios also provided a real-life feel, enabling groups to discuss differing approaches and options (Figure) . Additional training in breakaway techniques was also organized at the request of the trainees.
Within the overall training framework, each session was devised and written after the previous one was delivered. Although time consuming, this approach enabled the facilitators to think carefully about the previous session, what activities ignited enthusiasm, and which participants struggled.
That, coupled with a growing understanding of the dynamics within the group, was fundamental to devising the sessions. Participants received a write-up of each session, detailing key discussion points and areas of learning as an memoir aid. This was a useful tool within supervision, as it acted as a reference point when specific situations occurred for a PSW.
The Tree of Life Method. The training sessions were experiential, drawing on participants' individual and shared experiences of mental distress, service use, and recovery. This included using the Tree of Life methodology, a narrative approach that enables people to speak about their lives in ways that make them stronger. It involves people drawing their own "tree of life" in which they get to speak of their "roots" (where they come from), their skills and knowledge, their hopes and dreams, as well as the special people in their lives. The participants then join their trees into a "forest of life" and, in groups, discuss some of the "storms" that affect their lives and ways they respond to these storms and protect themselves and each other (Dulwich Centre, n.d.).
Overview of Support Provided
During each training day, both facilitators were available to provide support where needed. From Week 3 of the training program, participants received fortnightly individual support with the PSC. This provided space to discuss how they were experiencing the training, revisiting aspects of it for clarification, and preparing them for their role as PSWs. Providing individual support at this stage also introduced participants to the supervision process, as it would continue to be a key aspect when going on to provide peer support.
Those who went on to become PSWs attended regular supervision while they were providing support. Sessions lasted approximately 1 hour and gave individuals an opportunity to discuss in depth the support they were providing and its effect on both the peers and themselves. Space was also kept free for PSWs to talk about
The following example is a small group exercise on peer supporter boundaries. The aims were for participants to discuss how it feels to have their personal boundaries challenged, both as an individual and as a peer supporter, as well as how participants might respond if they were in this situation as a peer supporter. Small groups of three to four participants allowed for several different scenarios to be used at the same time and for less vocal members of the group to feel comfortable sharing their experiences. A fictitious scenario was used to keep the exercise focused and contained. Feeding back to the large group enabled all participants to hear other scenarios and reflect on how they might handle the situation. This example highlights the multifaceted use of material in the training program. The exercise requires participants' abilities and skills in absorbing and processing written information; listening to others and responding appropriately to possibly opposing views; reflecting on personal boundaries, how they have been formed, and their emotional impact; placing oneself in an unfamiliar situation; appreciating a "professional" role; and the subsequent response, which may not reflect a personal view. Personal development and reflection alongside communication skills as discussed in the overview are clearly demonstrated in this exercise. their own mental well-being and ways in which their participation in the project and any other factors might be affecting their mental health. When not providing peer support, supervision was not provided unless there was a specific request. However, regular contact between PSWs and the PSC was maintained. PSWs were frequently in contact with the PSC outside supervision to hand in worksheets, manage expenses, or arrange appointments. During these times, informal support was given. These occasions were invaluable, as often PSWs would discuss their participation and any issues that had arisen between supervision sessions.
Scenario
PSWs also attended a monthly support group, run by the second training program facilitator (C.H.), where experiences could be discussed and shared. These sessions ensured that PSWs remained in regular contact with each other, as often they worked individually with their peers and had little other contact with others providing this unique type of support.
Ethics
The impact of the PSW training, supervision, and support was evaluated as part of the pilot trial of peer support by the principal investigator (A.S.) and a researcher (J.Q.). The project received full ethical approval from East London and The City Alpha Research Ethics Committee. All potential participants, including PSWs, were given written and verbal information about the study and provided written consent before taking part.
EVALUATION OF TRAINING, SUPERVISION, AND SUPPORT

Sample
The 13 trainees who completed the training (9 men and 4 women) were included in the evaluation. Ages were normally distributed and ranged from 32 to 55, with a mean age of 42 (SD = 6.71 years). According to self-reports, 5 were White British, 4 Black Caribbean, 3 Black British, 3 "other White," and 2 British Bangladeshi individuals, reflecting the diversity of East London. All PSWs had personal experience of inpatient mental health care and a variety of relevant experience from informally supporting friends and family, attending support groups, specific mentoring, befriending, and support work.
Method
The Nottingham Peer Support Training Evaluation Tool (NPSTET) (V2) was developed by Julie Repper (personal communication, October 2009) to evaluate peer supporter training in Nottingham and was adopted for this study. It consists of 27 Likert-style items requiring respondents to reflect on their own qualities and assess their ability to perform many of the skills required for effective peer support (e.g., "I know how to stand up for myself," "I am clear about when to talk about my own experiences with a person in distress"). There are also six open-ended questions, which allow some of the quantitative items to be investigated in more detail. The tool was adapted to explore trainees' expectations, experiences, and feelings in relation to the training and the peer support role at the start of the training and at the end of the 12 weeks, so that responses could be compared. The NPSTET was administered to all peer support trainees (n = 18) by J.Q. at the start of the first training session and was completed in a group setting. The posttraining version was administered to those who completed the training (n = 13) and was completed in a group setting after the last training session.
Focus groups with the PSWs were held after 4 months of providing peer support and again after 10 months, as they completed the project providing peer support. The focus groups were designed to explore PSW experiences, including specific questions on how well they felt their training had prepared them for their roles. All focus groups were facilitated by A.S. and J.Q.
Interviews were conducted by an independent researcher with the PSC at the halfway point and again at the end of the project, to explore her views on the progress of the project, including specific questions about how well the training had prepared the PSWs for their roles. Data from these interviews were used to inform the discussion later in this article.
Data Analysis
Quantitative data were analyzed using SPSS version 16. Each of the 27 quantitative items on the NPSTET was rated on a 7-point Likert scale ranging from "strongly disagree" to "strongly agree"; the higher the score, the more positive the response. Due to the small sample, the nonparametric Wilcoxon signed-rank test was used to determine any directional change of scores and also the strength of that change. All digitally recorded interviews were professionally transcribed and then checked against recordings by J.Q. Qualitative data from the open-ended items on the NPSTET, along with relevant responses from the focus groups and interviews, were organized and explored with NVivo 6 software (QSR International, Victoria, Australia) and analyzed using framework analysis (Smith & Firth, 2011) .
RESULTS
Of the initial 16 trainees, one withdrew in the first week, expressing concerns about taking on too much and his mental well-being. A second person withdrew in Week 2, realizing he had too many other commitments. After discussion, two other applicants were interviewed and invited to join the training and joined at Week 3. At Week 8, a third person withdrew, citing deterioration in her mental well-being, as did a fourth person in Week 10. The following week, a fifth person withdrew as he realized he needed to prioritize other external commitments. So, of a total of 18 participants, 13 successfully completed the training and received certificates of achievement at the graduation ceremony. Following "readiness to work" interviews, 11 of those who completed training were accepted as PSWs. Due to difficulties completing criminal record checks and two people becoming unwell, eight PSWs provided support to service users as part of the study.
There was no significant difference in age between the five who dropped out and the 13 who completed training (t = 0.896(6.1), p = 0.404). A chisquare test was performed to determine whether any relationship existed between gender and completed training, but as 75% of cells had an expected frequency less than 5, Fisher's exact probability was the appropriate test. This gave a p value of 1.00 for a two-tailed hypothesis and Cramer's V was 0.09, indicating no relationship between gender and training completion. There may have been a relationship between ethnicity and whether or not training was completed (p = 0.031), with Black British and mixed race trainees more likely to withdraw. Although such small numbers deserve caution, future trainers may wish to consider this issue in more detail.
Attendance at training sessions was good; trainees attended between 8 and 12 sessions, with a mean of 10 sessions per trainee. Between 8 and 13 trainees attended each session, with a mean of 10 trainees. The support groups were less well attended, with people attending between 0 and 7 groups (of 9), and only attending 3 groups on average. There were between 2 and 6 people at each group, with a mean of 4 attendees of the 8 who went on to become active PSWs.
NPSTET Scores
Pre-training scores on the adapted NPSTET were high, with an average of 6 (of a possible 7) across all questions, indicating that even before the training, trainees tended to "agree" with most statements. There was no change posttraining; the average score remained 6 of 7, indicating that trainees still tended to "agree" with most statements. Eight peer support trainees' overall scores increased (although none significantly), whereas five peer support trainees' overall scores decreased (although none significantly).
Five trainees obtained significantly different scores between the pre-and posttraining questionnaires and another almost reached significance, but the overall difference between preand posttraining scores was not significant across trainees, t(12) = -0.508, p = 0.620). Three of those who scored significantly differently increased their scores in the posttraining questionnaire, and two decreased.
Focus Groups
The focus group interviews covered the PSWs' experiences of providing peer support, the types of interventions provided, the personal impact of taking on this role, and their perceptions of how their input affected the service users they supported. These findings will be reported elsewhere in detail, but in general, PSWs reported very positive experiences, with the training and work experience combining to boost their self-esteem and confidence, generate feelings of pride, help develop new skills, and overcome challenges. The quality of relationships with their service user peers varied but most experienced productive, rewarding peer support interactions. Numerous examples of supportive emotional and practical therapeutic relationships emerged alongside evidence of constructive developments on the part of their peers. The PSWs themselves described an increased understanding of their own recovery processes and positive effects on their well-being, despite stresses associated with the new role. The biggest frustration was that the support period of 6 weeks was too short, a finding echoed by the service users receiving support.
When asked explicitly about the training and preparation they received, the PSWs identified the following key issues.
Training Covers Most Things/Can't Cover All. The PSWs believed the training had covered most things and been very useful and there was an acknowledgement that it is not possible to cover everything and anticipate all eventualities. Quotes included:
l "Really good, learning from the tutors and your peers. I reflected on the training and what peers said." Role-Plays Useful. Various aspects of the training were mentioned and recalled positively and many people spoke of it providing them with confidence. Role-plays in particular were seen as most useful, as noted in the following quotes:
l "Role-plays helped me deal with things I was running away from." l "[You gain] more insight into your own problems and the sort of problems you are likely to encounter with your peer." l "It gives you confidence to deal with things you probably thought you wouldn't be able to deal with."
Insufficient Preparation for Emotional Reactions. Most of the PSWs did not believe they had been adequately prepared for the depth of emotions they would experience generally, and particularly in relation to the ending of the peer support relationship. Although this had been discussed in training and throughout supervision, the PSWs found it difficult having to end a relationship that had swiftly become meaningful and that was highly valued by the other person. Additionally, one PSW was deeply hurt by the death of someone she had recently supported, through an unrelated illness. Related quotes included: l "I found ending the relationship terribly hard, more help on endings and how to deal with people." l "We trained a lot but not enough on endings…didn't realize the emotional feelings that you'll get." 
DISCUSSION
The overall view of the training by those who went on to work as PSWs was that it was a valuable, challenging, yet positive experience that provided them with a good preparation for the role. A key area where they believed they could have been better prepared concerned the strength of emotional involvement and feelings they would have for their peers and in particular, in regard to ending the support relationship.
The difficulties of ending peer-topeer relationships that are more like friendships have been reported elsewhere (Repper & Watson, 2012a ) and some of the tensions involved in asking people to work in a way that attempts to avoid the distancing often associated with professional therapeutic relationships are discussed. Further work to explore how best to negotiate engagement and boundaries would be valuable.
The PSWs also felt insufficiently prepared for the involvement and influence of family members and dynamics and would have welcomed more ongoing training and development as they undertook the role. Interestingly, such support was provided through the fortnightly support groups, but these were not well attended or utilized. Reflections by C.H. and S.J.H. suggest this may have been because of delays at the start of the project caused by difficulties obtaining criminal records clearance, which resulted in few PSWs being able to start work as planned, in turn resulting in few people attending the support groups. This perhaps set up a pattern that was difficult to change. Nonetheless, some PSWs had positive experiences of the support group. Clearly, the strength of the supervision and regular support and supervision provided by the PSC was valued greatly and seen as important in ensuring the peer support work was effective and safe for all parties. Such a finding is important for others considering introducing peer support and should not be ignored or taken lightly.
The overall positive experience of the training reported by the PSWs and the facilitators was not reflected in the scores on the questionnaires. This may have been for a number of reasons. First, the pre-training scores were already high, making improvement difficult or unlikely. It is also possible that the trainees completed the pre-training questionnaires over-enthusiastically in an attempt to show they were perfect for the role. Alternatively, the trainees were well selected for the role and already had many of the skills needed to make an excellent PSW. Second, the measure is unvalidated and was adopted and adapted from a measure designed for a different though similar training program and may not have been entirely suitable or sufficiently rigorous to measure the effect of the training. It is also possible that the training had no real impact on the way trainees felt about themselves or their ability to support a peer. Finally, the posttraining questionnaires were completed on the final day of training with all of their peers, trainers, and others around; it was an exciting day and responses may have been rushed. Whatever the reason, the other evidence suggests we have good reason to believe that the training provided a good preparation for the role, with a few caveats.
NURSING IMPLICATIONS
Mental health nurses may have a significant role to play in the further development of peer support roles. The challenges of working closely with people in mental distress is one that is familiar to nurses, as are the emotional demands of establishing and maintaining empathic, therapeutic relationships, and of terminating these meaningful encounters.
Other studies of peer support report challenges around role conflict and the maintenance of boundaries (Faulkner & Basset, 2012) . Mental health nurses have knowledge and expertise in these areas that can be shared. But PSWs also have much to offer nurses, and any such learning needs to be within a reciprocal, mutually respectful relationship in which nurses show they are willing to listen and learn from their peer support colleagues. Together, mental health nurses and PSWs can discuss how to best work collaboratively with service users and focus on recovery and strengths not just symptoms, deficits, and illness. They can explore how to best negotiate the need for boundaries in relationships without becoming remote and uncaring. They can also explore alternatives to physical restraint and seclusion and how to work in ways that ensure the safety and well-being of service users, peers, staff, and the public.
CONCLUSION
In the United Kingdom, as is the case elsewhere, various peer supporter roles are being developed and introduced into the workforce, both within statutory health services and the charitable or voluntary sector (Faulkner & Basset, 2012) . The introduction of PSWs into the workforce is now being advocated as central to the move to provide recovery-focused service delivery in England (Repper, 2013) . Alongside this article, a number of publications have recently emerged describing some of the experiences and challenges of introducing peer support staff, including recruitment, preparation, and training experiences (Repper & Watson, 2012a) ; the peer support work undertaken with individuals (Gerry, Berry, & Hayward, 2012; McLean et al., 2009; Repper & Watson, 2012b) ; and the experiences of PSWs themselves (Watson, 2012) . These provide useful information and suggestions for others about to embark on this journey.
Since completing the pilot trial, peer support is being further developed in East London and S.J.H. has been employed by the local service provider as PSC and continues to deliver PSW training and supervision and coordinates PSW input into local services. The other trainer, C.H., has been successfully developing a peer support initiative in Uganda (Hall, 2013) .
